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This instruction implements Air Force Policy Directive 48-1, Aerospace Medicine Enterprise, 

AFI 48-101, Aerospace Medicine Enterprise, and Title 29 Code of Federal Regulations (CFR) 

1910-1030, Bloodborne Pathogens.  It establishes procedures for the Medical Employee Health 

and the Tuberculosis and Bloodborne Pathogen Exposure Control Programs in order to promote 

optimum employee and patient health.  This instruction applies to all medical personnel 

assigned, attached, or under contract to the 59th Medical Wing (59 MDW) and working in 

Wilford Hall Ambulatory Surgical Center, Reid Clinic, Air Force Postgraduate Dental School 

and Clinic or Dunn Dental Clinic as a condition of employment.  This instruction does not apply 

to the Air National Guard or Air Force Reserve.  This publication requires the collection and or 

maintenance of information protected by the Privacy Act of 1974 authorized by 10 U.S.C. 55, 

Medical and Dental Care, and E.O. 9397 (SSN).  The applicable SORN F044 AF SG D, and 

Automated Medical/Dental Record System is available at: 

http://dpclo.defense.gov/privacy/SORNs/SORNs.html.  Refer recommended changes and 

questions about this publication to the Office of Primary Responsibility using the AF Form 847, 

Recommendation for Change of Publication.  Requests for waivers must be submitted to the 

OPR listed above for consideration and approval.  Ensure that all records created as a result of 

processes prescribed in this publication are maintained in accordance with in accordance with 

(IAW) Air Force Manual 33-363, Management of Records, and disposed of IAW Air Force 

Records Information Management System Records Disposition Schedule. 

http://www.e-publishing.af.mil/
http://dpclo.defense.gov/privacy/SORNs/SORNs.html
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SUMMARY OF CHANGES 

This document has been substantially revised and must be completely reviewed.  Major changes 

include changing all Wilford Hall Medical Center references to Wilford Hall Ambulatory 

Surgical Center (WHASC); changed all Air Force Complete Immunization Tracking Application 

and Preventive Health Assessment/Individual Medical Readiness references to Aeromedical 

Services Information Management System (ASIMS); updated points of contact for specific 

programs; updated Blood Borne Pathogen (BBP) protocol and BBP algorithim; updated negative 

pressure rooms being used at WHASC; revised 59 MDW Form 147, Bloodborne Pathogens 

(BBP) Exposure Worksheet. 
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1.  Responsibilities. 



59MDWI48-105  1 JULY 2014   3  

1.1.  59 MDW Administrator (SGA): 

1.1.1.  Ensures personnel in all departments, including volunteers, students, contracted 

personnel, and Independent Mobility Augmentee in-process the Medical Employee 

Health Program through Public Health (PH) within 10 days of starting work and out-

process upon termination.  Personnel whose duties involve direct patient care will 

complete all required screening tests through PH prior to starting duties involving direct 

patient care. 

1.1.2.  Ensures all medical personnel comply with the Bloodborne Pathogen and 

Tuberculosis (TB) Detection and Exposure Control procedures outlined in this instruction 

and ensures service contracts contain provisions to comply with these and Medical 

Employee Health programs. 

1.1.3.  Ensures the Volunteer Coordinator (VC) in-processes and coordinates the periodic 

screening requirements of this instruction for volunteers to meet the Medical Wing 

Employee Health Program (MEHP) requirements.  The VC will also inform PH when a 

volunteer resigns or is no longer active. 

1.1.4.  Ensures the Civilian Liaison Officer has all civilian employees being hired or 

transferring into 59 MDW complete the MEHP in-processing through PH and all 

civilians out-process through PH. 

1.1.5.  Ensures personnel working for or studying with any organization associated with 

59 MDW comply with the requirements of this instruction. 

1.1.6.  Ensures medical personnel diagnosed with a communicable disease are evaluated 

by a healthcare provider, and are medically cleared before returning to work in 

accordance with Attachment 5, Work Restrictions for Hospital Workers Exposed to or 

Infected with Selected Infectious Diseases.  The healthcare provider notifies the Infection 

Preventionist and the worker's supervisor of work restrictions for personnel with 

infectious diseases. 

1.2.  Infection Prevention & Control Office (IPC). 

1.2.1.  Assists the Infection Control Coordinators and/or the supervisors on the 

development of section specific bloodborne pathogen plans. 

1.2.2.  Provides oversight and consultation to the Infection Control Coordinators to 

ensure a formal orientation and annual in-service training program on principles of 

infection control including the training required by 29 CFR 1910.1030. 

1.2.3.  Annually analyzes and evaluates influenza vaccination rates and the reason given 

for declining the influenza vaccination.  In concert with the Infection Control Function 

(ICF) takes steps to increase influenza vaccination rate and assures health care workers 

(HCW) at a minimum are educated on the influenza vaccine, non-vaccine control, 

prevention measures, diagnosis, transmission and the impact of influenza. 

1.2.4.  The Infection Control Function establishes and approves the bloodborne pathogen 

protocol for the medical facility and associated clinics. 

1.3.  Public Health Flight. 
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1.3.1.  Screens medical employees for compliance with the Medical Employee Health 

Program Health Requirements (Table 1.1) upon initial assignment and periodically based 

on risk and as prescribed by Air Force and the Centers for Disease Control and 

Prevention. 

Table 1.1.  Pre-Employment and Periodic Health Requirements. 

Immunization & 

Screening Type Pre-employment Requirements 

Periodic 

Requirements 

Tuberculosis Skin Test IAW Centers for Disease Control and 

Prevention Guidelines 2-step testing 

protocol 

Based on Annual TB 

Risk Assessment   

Influenza Immunize all personnel in-processing 1 

October-1 July, unless previously 

immunized for the current influenza 

season 

Immunize all 

personnel annually. 

Immunizations 

Clinic provides a 

compliance list to 

employees’ 

administrative 

offices 

Tdap (tetanus, 

diphtheria, acellular 

pertussis) 

All medical employees under age 65 are 

required to be immunized for Tdap (1X 

requirement) if it has been 2 yrs or greater 

since their last Td 

Td is every 10 yrs 

Human 

Immunodeficiency Virus 

(HIV) 

Active duty personnel are tested every 2 

years unless otherwise indicated for 

medical or deployment reasons. Testing 

for non-active duty high-risk personnel 

will be IAW AFI 44-178 Human 

Immunodeficiency Virus Program.   

Active duty are 

screened every 2 

years. 

Mumps/Rubeola/Rubella 

 

 

 

 

 

All in processing personnel are screened 

for a history of immunizations, 

documented illnesses, or documented 

serological evidence of immunity. 

Those without documented immunity are 

immunized with mumps/measles/rubella. 

No annual 

requirements. 

 

Varicella 

 

 

 

 

Verify provider-confirmed history of 

Chickenpox (medical employee’s 

recollection of history is not sufficient), 

varicella vaccination (2 doses) or positive 

varicella titer.   

No annual 

requirements. 

Hepatitis B (HBV) 

 

 

Personnel are immunized IAW HQ 

USAF/SG guidance.  Currently all high-

risk personnel and all active duty 

personnel require the vaccination series.  

The vaccine is offered to non-active duty 

No annual 

requirements. 
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low risk personnel. 

Applicable personnel are screened for a 

history of the completed HBV vaccine 

series and documented serologic evidence 

of immunity within 10 days of assignment 

or hire to the 59 MDW. 

HBsAb testing will be done IAW HQ 

USAF/SG guidance.   

hepatitis B surface antigen (HBsAG) and 

hepatitis B envelope antigen (HBeAG) 

testing for exposure prone personnel will 

be done IAW HQ USAF/SG guidance.   

Hepatitis A (HAV) 

 

 

All active duty personnel are immunized 

IAW HQ USAF/SG guidance, Vaccine 

Policy Guidance for Adults and 

Accessions. 

No annual 

requirements. 

 

1.3.2.  Maintains ASIMS database of medical employee health immunization and test 

dates for all medical personnel; tracks compliance with immunization and laboratory 

testing requirements and notifies personnel and chain of command of delinquent 

personnel.  Reports program compliance to the ICF. 

1.3.3.  Classifies employees as High Risk or Exposure Prone according to AFI 44-108 

and CFR 1910.1030. 

1.3.3.1.  Exposure prone personnel: medical and dental providers, nurses, and 

technicians who perform invasive procedures with sharp instruments in a poorly 

visualized or highly confined anatomic site, as defined by the most current CDC 

guidelines. 

1.3.3.2.  High risk personnel: personnel who have direct contact with patients or 

blood/body fluids, and are at ongoing risk for injuries with sharp 

instruments/needlesticks. 

1.3.4.  Ensures currency for hepatitis B vaccine:  All military, civilians, students, 

volunteers and other temporary staff whose duties involve direct patient contact must 

have documentation of hepatitis B antibody or a record of completion of the 3-dose 

hepatitis B vaccination series.  All personnel who completed the 3-dose series on or after 

1 September 2002 will be tested for serological evidence of immunity. 

1.3.4.1.  Those who completed the 3-dose series prior to 1 September 2002 do not 

require evidence of immunity and will only be tested in the event of a potential 

hepatitis B virus (HBV) exposure. 

1.3.4.2.  New employees, classified as “high risk”, who have no documentation of 

immunity against HBV or a record of completion of the hepatitis B vaccination series 

will start the series after completion of BBP training and within 10 working days.  

Antibody titers will be drawn 1 to 2 months after completion of the 3-dose series. 
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1.3.4.3.  Personnel who do not develop antibodies after the initial vaccine series will 

complete a second 3-dose series. 

1.3.4.4.  Revaccinated personnel will be tested for antibodies 1 to 2 months after the 

last dose of vaccine. Personnel negative after a second vaccine series are considered 

non-responders to hepatitis B vaccination (likely still susceptible to HBV infection) 

and should be documented as “susceptible” in the ASIMS database. 

1.3.4.5.  “Exposure prone” personnel who do not have serological evidence of 

immunity against HBV will be tested for hepatitis B surface antigen (HBsAg) and 

hepatitis B envelope antigen (HBeAG) regardless of when the vaccine series was 

completed. 

1.3.4.6.  Personnel who have HIV, Hepatitis C Virus (HCV), or HBV will be referred 

to the Chief, Medical Staff for possible modification of  privileges/scope of practice. 

1.3.5.  Identifies medical center personnel requiring tuberculin skin test (TST).  All newly 

assigned personnel will be tested IAW AFI 48-105, Surveillance, Prevention, and 

Control of Diseases and conditions of Public Health and Military Significance and the 

Centers for Disease Control (CDC) guidelines for Mycobacterium tuberculosis:  

Guidelines for Preventing the Transmission of Mycobacterium Tuberculosis in Health-

Care Settings.  Ensures a TST is given to all personnel occupationally exposed to patients 

with TB to determine exposures. 

1.3.6.  PH conducts an initial interview on patients with a tuberculin skin test of 5 mm or 

greater IAW CDC and AFI 48-105 and refers patient to the provider for determination of 

latent TB infection and follow-up. 

1.3.7.  Conducts an annual TB Risk Assessment. 

1.3.8.  Maintains ASIMS  database of bloodborne pathogen exposures, coordinates with 

appointed Bloodborne pathogen provider to ensure exposure risk determination is 

provided within 15 days of assessment, tracks exposure follow-ups to closure and reports 

exposure trends and follow-up delinquencies to the ICF. 

1.3.9.  Provides guidance to supervisors on communicable diseases in conjunction with 

the ICF Chair, the IPC and Infectious Diseases Clinic (IDC). 

1.3.10.  Reports communicable diseases and other reportable conditions to the state and 

AF as outlined in AFI 48-105. 

1.3.10.1.  Forward the Texas Department of Health (TDH) Form 340, Report of 

Contacts and TDH Form TB 400, Report of Case and Inpatients Services, to 

providers for completion when indicated.  Completed forms will be sent to the San 

Antonio Metropolitan Health District in compliance with Texas State Law.  Copies of 

these completed forms will also be forwarded to the SGSBTH Release of Health 

Information Supervisor for inclusion in the 59 MDW Health Insurance Portability and 

Accountability Act disclosure accounting log. 

1.4.  Bioenvironmental Engineering (BE) Flight.  Performs responsibilities as listed in AFI 

44-108, Infection Control Program and paragraph 3.3 below. 

1.5.  Supervisors. 
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1.5.1.  Ensure patients are protected from exposure to employee illnesses and have the 

authority to dismiss an ill employee from their work shift as applicable. 

1.5.2.  Ensure personnel receive initial bloodborne and tuberculosis training within 10 

days of assignment and/or prior to patient care. 

1.5.3.  Ensure personnel in-process the Medical Employee Health Program within 10 

days of assignment and/or prior to patient care. 

1.5.4.  Ensure the 59 MDW Form 147, Bloodborne Pathogens (BBP) Exposure 

Worksheet is completed in its entirety prior to referring exposed personnel and their 

paperwork to the UCC.  Incomplete forms will be returned to the supervisor.  59 MDW 

Form 147 should specifically include the device involved in the exposure, the brand name 

of the device and the circumstances surrounding the event. 

1.5.5.  Ensure source patient involved in potential blood and body fluid exposures, is 

tested for bloodborne pathogens as outlined in Attachment 2. 

1.5.6.  Ensure all female employees (excluding volunteers and contractors) who are 

pregnant report to PH to establish work restrictions and limitations immediately after 

confirmation of pregnancy.  Pregnancy profiles are required by Headquarters, Air Force 

to be completed within 5 days of a positive Human Chrorionic Gonotropin test. 

1.5.7.  Ensure civilian compensation for occupational injuries and illnesses is handled 

properly IAW form CA-810, Injury Compensation for Federal Employee. 

1.6.  All Personnel. 

1.6.1.  Review and comply with this instruction and the requirements of the Medical 

Employee Health and the Bloodborne Pathogen and TB Exposure Control Programs. 

1.6.2.  In-process the Medical Employee Health Program within 10 days of assignment 

and prior to direct patient care. 

1.6.3.  Report any signs and symptoms of infectious or communicable diseases or 

potential bloodborne pathogen exposures to their immediate supervisor.  Must be 

compliant and notify their supervisor with recommended duty restrictions as outlined in 

Attachment 5. 

1.6.3.1.  Notify their immediate supervisors as soon as possible of any restrictions or 

limitations placed upon their duty performance by a healthcare provider as a result of 

infectious or communicable disease. 

1.6.3.1.1.  Civilians notify immediate supervisors on a form CA-17, Duty Status 

Report, of any restrictions or limitations placed on their duty performance by their 

healthcare provider.  They notify their own physician by using Employee Duty 

Restrictions and Limitation Guidelines of WHASC ensuring same guidelines are 

used for follow-up. 

1.6.3.1.2.  All others will call their immediate supervisor to notify them of their 

status. 

1.6.4.  Excluding emergencies, all personnel will access their primary care manager for 

medical evaluation.  If an ill employee is required to work after being evaluated by a 
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provider, the appropriate barrier is donned or the HCW is reassigned to a non-patient 

contact activity. 

1.6.5.  Use ICF-approved safety devices to prevent occupational exposures. 

1.6.6.  Accomplish pre-employment and periodic medical employee health examinations 

to include follow-up for TB or bloodborne pathogen exposures, clinical laboratory 

studies, and similar studies as deemed necessary by appropriate medical authority. 

1.7.  Providers. 

1.7.1.  Provide treatment to all employees as authorized and IAW Infection Prevention 

and Control Guide; Attachment 5 and will document all duty restrictions on appropriate 

forms. 

1.7.2.  Notifiy PH of any Military Treatment Facility employee diagnosed with a 

communicable disease within 24 hours.  Initiate a 59 MDW Form 3520, Provider 

Reportable Condition and faxes it to PH at fax 671-6481 or calls 671-9626/9620. 

1.7.3.  Implement exposure control measures for patients suspected of having active 

pulmonary tuberculosis as outlined in paragraph 3. 

1.7.4.  Restrict Pregnant Hospital Workers Caring for Patients with Selected Infectious 

Diseases as outlined in Attachment 5. 

1.7.5.  Evaluate all patients with a tuberculin skin test of 5 mm or greater induration and 

classify the tuberculin reaction as positive or negative IAW CDC guidelines. 

1.7.6.  Evaluate patients for active tuberculosis and provide clinical managements and 

follow-up of patients with latent tuberculosis or active disease. 

1.7.7.  Consult with Infectious Disease Physician, as necessary, on issues that pertain to 

infectious or communicable diseases or BBP exposures when any test accomplished on 

the source patient is positive or falls under the criteria listed in Attachment 4, BBP 

Exposure Protocol. 

1.8.  Urgent Care Center. 

1.8.1.  Provides all employees non-emergent/non-urgent care and treatment and 

documents all care given and appropriate duty restrictions. 

1.8.2.  Performs the initial clinical assessment of occupational exposures to blood or other 

potentially infectious material IAW with 29 CFR 1910.1030 and as outlined in this 

instruction. 

1.8.3.  Conducts the initial bloodborne pathogen assessment within prescribed timelines 

for potential exposures as outlined in this instruction.  Places completed forms in the 

Public Health box for daily pick-up by Public Health. 

1.8.4.  Sends completed forms along with the lab work to Main Lab on the second floor.  

Lab places the completed forms in the Bloodborne Pathogen binder for daily pick up by 

Public Health. 

1.9.  Immunization Department. 
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1.9.1.  Refer all individuals with tuberculin skin test of > 5 mm or greater induration to 

PH. 

1.9.2.  Provides a non-compliance list of HCWs with the Influenza vaccination to the 

offices administratively responsible for the employee. 

1.9.3.  Review immunization records of all medical employee personnel referred by PH 

and administers required immunizations. 

1.9.4.  Enters all active duty and family members’ tuberculin skin test results and 

immunizations into ASIMS. 

1.10.  Pediatric/Adolescent Clinic/Pediatric Infectious Disease Specialists. 

1.10.1.  Accomplishes evaluation of people ages 0-18 years old (excluding Basic Military 

Trainees), who are positive reactors, converters, suspected TB cases, or active TB cases. 

1.10.2.  Determines care of patient and prophylactic or therapeutic treatment and ensures 

staff consulting on or diagnosing TB, report such cases to PH. 

1.10.3.  Clinically manages all pediatric patients, 18 years-old or younger excluding basic 

military trainees, treated for presumptive or confirmed active tuberculosis.  Patients 

treated will have an AF Form 2453, Tuberculosis Detection and Control Data initiated 

and completed by the treating provider. 

1.10.4.  Consult with Infectious Disease Physician, as necessary, on issues that pertain to 

pediatric infectious or communicable diseases 

2.  Bloodborne Pathogen Exposure Procedures. 

2.1.  Infection Control procedures to prevent and control bloodborne pathogen exposures are 

addressed in 59 MDWI 44-157, Infection Prevention and Control Program and the IC 

Prevention and Control Guide Procedures for responding to a potential bloodborne pathogen 

exposures are outlined in this instruction in Attachment 2, Protocol to Report an Exposure, 

Attachment 3, Needlestick/Body Fluid Exposure Algorithm, Attachment 4, BBP Exposure 

Protocol. 

3.  Tuberculosis Exposure Control Procedures. 

3.1.  Management of patients in ambulatory care settings.  Patients suspected of having active 

tuberculosis are masked with a surgical mask and placed in a private exam room (if a 

negative pressure room) is not available.  59 MDW Visual Aid (VA) 44-103, Airborne 

Precautions sign is posted on the doorway and all personnel entering will wear a National 

Institute for Occupational Safety and Health approved N-95 fit-tested mask.  All ancillary 

services will come to the patient unless it is not possible due to the nature of the test.  The 

patient is instructed to cover their mouth and nose with tissue while coughing or sneezing.  

Questions regarding the care of patients undergoing treatment for a positive PPD should be 

addressed through Occupational Medicine and/or the group SGHs for clarification. 

3.1.1.  If a negative pressure room is available the patient will be placed in that room.  A 

smoke tube test is done before admitting the patient to the room. 59 MDW VA 44-103 is 

placed on the door.  The N-95 mask is worn by all HCW and family members entering 

the room.  Patient does not need to wear a mask. 
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3.1.2.  If a negative pressure room is not available: 

3.1.2.1.  Immediately place the patient in an exam room.  Place a cup style surgical 

mask on the patient.  The patient must wear a mask until they are in a negative 

pressure room, TB is ruled out, or they are discharged from the facility.  Place 59 

MDWVA 44-103on the door. 

Table 2.1.  Location of Negative Pressure Patient Isolation Rooms. 

LOCATION OF NEGATIVE FLOW ROOM USED FOR PATIENT CARE 

LOCATION 

UNIT 

ROOM # FACILITY ROOM.# FUNCTION 

Urgent care 16 BV03 Exam room 

 6 BV82 Alternate isolation room 

Pediatric Clinic 51 1H33 Patient isolation 

Pulmonary 

Clinic  

6A35A 

6A37 

Bronchoscopy room 

Procedure room 

ASF 763 7D27 Patient isolation 

ASF        764                 7D31 Patient isolation 

SDS F1 2N23B Patient isolation 

 

3.2.  Respiratory Protection Program. 

3.2.1.  BE Flight will monitor and maintain a “Train-the-Trainer” program. 

3.2.2.  Units/clinics on the Respiratory Protection Program (RPP) will appoint 

Respiratory Protection Program Managers (RPPMs) who will be responsible for the RPP 

of their respective section in accordance with Air Force Occupational Safety and Health 

(AFOSH) Standard 48-137, Respiratory Protection Program and this instruction. 

3.2.3.  BE, IPC and PH will identify which clinics or areas need to participate in the 

Respiratory Protection Program (RPP) and require to be fit-tested for the respirators 

versus those areas needing “Just in Time” status.  UCC is required to participate in the 

RPP. 

3.2.4.  If “just in time” work section personnel are required to perform work that puts 

them at risk of TB exposure, they need to be fit-tested and receive proper training before 

donning the N95 respirator. 

3.2.4.1.  All personnel on the RPP or “Just in Time" status, will complete a medical 

evaluation questionnaire to receive clearance from Flight Medicine to wear a 

respirator.  Medical clearance paperwork will be kept on file by unit/clinic 

noncommissioned officer in charge or RPPMs. 

3.2.4.2.  The respirator will only be worn by the HCW upon completion of a medical 

evaluation, fit-testing and training.  Annual fit testing and training will include proper 

fitting procedures.  Fit testing and training must be documented in accordance with 

AFOSH 48-137. 

3.2.5.  RPPM Responsibility. 
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3.2.5.1.  Maintain a RPP binder in accordance with AFOSH Standard 48-137, and 

coordinate with BE to attend initial “Train-the-Trainer” classes.  Must provide a 

monthly update on the status of the RPP to BE. 

3.2.5.2.  Ensure all personnel fill out a medical questionnaire and are medically 

cleared prior to any duties requiring use of respiratory protection for TB. 

3.2.5.2.1.  If all the questions are answered “no”, proceed with fit testing.  If any 

answer is “Yes”, the employee will complete the top half of the  medical 

questionnaire.  Active duty members will schedule an appointment with their 

primary care manager (PCM) and civilian employees will schedule an 

appointment with 559 AMDS/SGPM Flight Medicine. 

3.2.5.2.2.  Ensure personnel receive qualitative fit tests prior to wearing the 

respirator and after medical clearance.  Refer individuals required to perform TB 

duties who cannot achieve a successful fit test to BE. 

3.2.5.3.  Ensure medical status of respirator user is assessed annually.  This is 

accomplished by completing a Respiratory Protection Program Training Verification 

Sheet.  Respirator wearers who have noted changes on the sheet will contact Flight 

Medicine (Civilians) or their PCM to be seen by a healthcare provider (Active Duty 

members). 

3.2.5.4.  Conduct the Annual Respiratory Protection Training on the TB RPP after the 

initial fit-testing. 

3.2.5.5.  Ensure the correct kind and sufficient number of respirators and fit-testing 

materials are available. 

3.2.6.  Respirator wearers shall: 

3.2.6.1.  Fit test and training of a HCW (whether successful or not) will be 

documented on an AF Form 55, Employee Safety and Health Record and Respiratory 

Protection Program Training Verification Sheet.  Each HCW successfully completing 

the initial training and fit-testing will be issued an AF Form 2772, Certificate of 

Respirator Fit-Test.  This must be filed with the individual’s AF Form 55 or 

equivalent. 

3.2.6.2.  Civilian personnel must submit a copy of medical questionnaire to civilian 

personnel after medical evaluation. 

4.  Cough Inducing or Potential Aerosolization Procedures. 

4.1.  Do not perform these procedures on patients who may have infectious TB unless 

absolutely necessary or in a room that meets the negative pressure ventilation requirements. 

4.2.  During any cough-inducing procedures on patients with suspected or known TB, HCWs 

will wear the N95 respirator. 

4.3.  Keep patients in the isolation room or enclosure until coughing subsides.  Give tissues 

and instruction to cover their mouth and nose when coughing.  After sedatives or anesthesia, 

monitor in the procedure or operating room and not in recovery areas with other patients. 

5.  Education and Training of HCWs. 
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5.1.  IAW 59 MDW 44-157. 

6.  HCW Screening, Evaluation and Counseling. 

6.1.  The intradermal purified protein derivative (IPPD) will be administered to all HCWs 

with documented exposure and those who have not tested negative within the previous 30 

days, as soon as possible after exposure.  If the initial test is negative, a second test is 

administered 3 months after the exposure was terminated. 

6.2.  Persons with previously known positive IPPDs who have been exposed to an infectious 

patient do not require a repeat IPPD or chest radiograph unless they have symptoms of TB. 

6.3.  The contact investigation will be conducted by PH. 

7.  Operating Rooms. 

7.1.  Surgeries will no longer be done on patients that are on droplet/airborne precaution.  

Only patients on contact precaution will recover in designated area within the Post 

Anesthesia Care Unit, IAW 59 MDWI 44-157. 

8.  Autopsy Rooms. 

8.1.  Autopsy rooms are at negative pressure with respect to adjacent areas, with room air 

exhausted directly to the outside of the building. 

9.  Emergency Medical Services/Urgent Care Center. 

9.1.  When emergency medical response personnel or others must transport patients with 

confirmed or suspected active TB, the N-95 respirator will be worn by the accompanying 

emergency personnel. 

10.  Pathology. 

10.1.  Pathologists and lab technicians preparing lung tissue will work under the laminar flow 

hood and wear the N95/N100 respirator during the processing of all potentially infectious 

and all pulmonary cases that do not have a known malignant diagnosis. 

11.  Dental Offices. 

11.1.  During initial medical history and periodic updates, dental HCWs shall routinely ask 

all patients about a history of TB disease and symptoms suggestive of TB patients with a 

history or symptoms suggestive of active TB are promptly referred for evaluation for 

possible infectiousness. 

11.2.  Non-emergent dental treatment is delayed until a physician confirms the patient does 

not have infectious TB.  If the patient does have active infectious TB, non-emergent dental 

treatment is deferred until the patient is no longer infectious. 

11.3.  If emergent dental care must be provided for a patient who has, or is strongly suspected 

of having infectious TB the patient will be transferred to San Antonio Military Medical 

Center Emergency Room. 
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12.  Reporting. 

12.1.  Notify PH at ext. 671-9626/9620/3789 of all patients with suspected or confirmed TB. 

 

NICOLA A. CHOATE, Colonel, MC 

Chief of the Medical Staff 
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Abbreviations and Acronyms 

AFOSH—Air Force Occupational Safety and Health 

ASIMS—Aeromedical Services Information Management System 

BBP—Bloodborne Pathogen 

BE—Bioenvironmental Engineering 

CDC—Centers for Disease Control 

CFR—Code of Federal Regulations 

HBeAG—Hepatitis B Envelope Antigen 
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HBsAg—Hepatitis B Surface Antigen 

HBV—Hepatitis B Virus 

HCV—Hepatitis C Virus 

HCW—Health Care Worker 

HIV—Human Immunodeficiency Virus 

IAW—In Accordance With 

IC—Infection Control 

ICF—Infection Control Function 

IDC—Infectious Diseases Clinic 

IPC—Infection Prevention & Control Office 

IPPD—Intradermal Purified Protein Derivative 

MDW—Medical Wing 

MEHP—Medical Wing Employee Health Program 

MMWR—Morbidity and Mortality Weekly Report 

PCM—Primary Care Manager 

PEP—Post Exposure Prophylaxis 

PH—Public Health 

PPE—Personal Protective Equipment 

RPP—Respiratory Protection Program 

RPPM—Respiratory Protection Program Manager 

TB—Tuberculosis 

Tdap—Tetanus, Diphtheria, Acellular Pertussis 

TDH—Texas Department of Health 

TST—Tuberculin Skin Test 

UCC—Urgent Care Center 

VA—Visual Aid 

VC—Volunteer Coordinator 

WHASC—Wilford Hall Ambulatory Surgical Center 

Terms 

Active Tuberculosis—The progressive and contagious form of Mycobacterium tuberculosis as 

indicated by abnormal chest x-ray, acid-fast bacilli and positive culture.  Pulmonary TB should 

be suspected in persons who have a productive cough, prolonged cough (duration of 2- 3 weeks) 
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chest pain, hemoptysis, and the systemic symptoms of TB including fever, chills, night sweats, 

appetite loss, weight loss, and easy fatigability.  See the definition for latent tuberculosis below. 

Blood—Means human blood, human blood components, and products made from human blood. 

Bloodborne Pathogens—Pathogenic microorganisms that are present in human blood and can 

cause disease in humans.  These pathogenic organisms include, but are not limited to, hepatitis B 

virus (HBV) and human immunodeficiency virus (HIV). 

Bloodborne Pathogen Exposure—An exposure that might place the exposed patient at risk for 

HIV infection is defined as a percutaneous injury (e.g., a needlestick or cut with a sharp object) 

or contact of mucous membrane or nonintact skin (e.g., exposed skin that is chapped, abraded, or 

afflicted with dermatitis) with blood, tissue, or other body fluids that are potentially infectious. In 

addition to blood and visibly bloody body fluids, semen and vaginal secretions also are 

considered potentially infectious. 

Exposure—Prone HCW (Indicative of risk is to the patient)—Medical and dental providers, 

nurses, and technicians who perform invasive procedures with sharp instruments in a poorly 

visualized or highly confined anatomic site.  The CDC defines invasive procedures as “surgical 

entry into tissues, cavities or organs or repair of major traumatic injuries associated with 

operating or delivery room, urgent care center, or outpatient setting (dental and physician), 

cardiac catheterization and angiographic procedures; vaginal/cesarean delivery or other invasive 

obstetric procedure where bleeding occurs; or manipulation, cutting, or removal of any oral or 

perioral tissues, including tooth structure, during which bleeding occurs or the potential for 

bleeding exists.”  All exposure-prone personnel are also high-risk. 

Health Care Worker—Any 59 MDW (including active duty and reserve personnel), Red Cross 

Volunteers, 59 MDW Volunteers, Chapel Volunteers, Contract Workers, civilians, and students 

as applicable. 

High—Risk HCW (Indicative of risk is to the HCW)—Personnel working in, or under 

jurisdiction of Air Force medical units who have direct contact with patients or blood/body 

fluids, and are at ongoing risk for injuries with sharp instruments/needlesticks. 

Latent Tuberculosis— An asymptomatic condition that follows initial infection; the infection is 

present but dormant and believed to be not progressive or contagious.  Latent tuberculosis is 

determined when a patient has a positive skin test indicating exposure or infection to 

Mycobacterium tuberculosis and negative chest x-ray indicating no active disease. 

Occupational Exposure to Bloodborne Pathogens—Reasonably anticipated skin, eye, mucous 

membrane, or parenteral contact with blood or other potentially infectious materials that results 

from the performance of an employee’s duties.  Does not include acts of good Samaritan. 

Other Potentially Infectious Materials—Includes semen, vaginal secretions, cerebrospinal 

fluid, synovial fluid, pleural fluid, pericardial fluid, peritoneal fluid,  amniotic fluid, saliva in 

dental procedures, any body fluid that is visibly contaminated with blood, and all body fluids in 

situations where it is difficult or impossible to differentiate between body fluids. 

Serologic evidence of immunity against HBV—Hepatitis B surface antibody titer > 10 

mIU/mL. 

Standard Precautions and Use of Personal Protective Equipment—Standard precautions 

shall be implemented to eliminate/minimize employee contact with blood and other potentially 
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infectious materials. All patients and patient specimens are considered to be potentially 

infectious. 
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Attachment 2 

PROTOCOL TO REPORT AN EXPOSURE 

A2.1.  Individuals experiencing a blood or body fluid exposure incident will: 

A2.1.1.  Immediately initiate first aid by thoroughly washing the exposed area with soap and 

water, and irrigate exposed mucous membranes with water. 

A2.1.2.  Report exposure to blood/other potentially infectious material immediately to 

immediate supervisor/person in charge (may not be the administrative supervisor). 

A2.1.2.1.  The person in charge of the clinical area during the time the exposure 

incident occurs is responsible for ensuring initiation of the patient 59 MDW Form 147, 

BBP Exposure Worksheet and the AETC Form 435, Mishap Data Worksheet. 

A2.1.2.2.  The supervisor of the exposed person will be notified of the exposure when 

practical to ensure compliance with the follow up protocol during the surveillance period. 

A2.1.3.  Report to the Urgent Care Center and identify themselves to the nurse as soon as 

possible with the appropriate information filled out on the BBP Exposure Worksheet.  The 

goal is to perform a post-exposure medical evaluation and begin treatment (if it is warranted) 

as soon as possible. 

A2.2.  The HCWs/exposed person’s immediate supervisor who is in charge of the clinical 

area during the time the exposure incident occurs will: 

A2.2.1.  Verify that an exposure has occurred.  Note:  Blood/body fluid contact involving 

intact skin only, exposure to non-bloody urine, feces, or sputum, or a percutaneous stick with 

a sterile needle are NOT considered exposures. 

A2.2.2.  Assist exposed personnel in initiating the necessary paperwork before sending to the 

UCC. 

A2.2.3.  If the BBP Exposure occurred within the WHASC: 

A2.2.3.1.  Appoints a representative from the clinical area to escort the source patient to 

the WHASC 2nd floor laboratory to have labs drawn. 

A2.2.3.2.  Notify the main lab (292-2373) that there will be BBP labs to process.  Lab 

will call the UCC to notify the attending provider of the exposed person and the results of 

the source Patient’s Rapid HIV test. 

A2.2.4.  If the BBP Exposure occurred at Dunn Dental Clinic: 

A2.2.4.1.  Notify the Reid Clinic Laboratory (671-4611) supervisor that a BBP incident 

has occurred and that the Source Patient is being escorted to the Reid Clinic Laboratory. 

A2.2.4.2.  Personnel from Dunn Dental Clinic escort the Source Patient to the Reid Clinic 

Laboratory for blood draw as soon as medically possible. 

A2.2.5.  If the BBP Exposure occurred at Air Force Post-Graduate Dental (AFPDS): 

A2.2.5.1.  Notify the WHASC 2nd Floor Laboratory (292-2373) supervisor that a BBP 

incident has occurred and that the Source Patient is being escorted to the WHASC 

Laboratory. 
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A2.2.5.2.  Personnel from AFPDS escort the Source Patient to the WHASC 2nd Floor 

Laboratory for blood draw as soon as medically possible. 

A2.2.6.  Notify the officer in charge/noncommissioned officer in charge/civilian supervisor 

equivalent as soon as possible, if applicable. 

A2.2.7.  Supervisor will ensure the BBP Exposure paperwork is completed. 

A2.3.  WHASC UCC personnel will: 

A2.3.1.  Expedite the patient care to the front of line. 

A2.3.2.  Order and draw the exposed worker’s lab work in triage. 

A2.3.3.  Follow protocol as outlined in Attachment 4.  In addition to HIV risk assessment, an 

assessment of hepatitis B and hepatitis C risk is made upon review of the source’s medical 

record, the immune status of the exposed patient, and the results of tests; follow-up is 

initiated IAW 29 CFR 1910.1030, Bloodborne Pathogen Standard and the Centers for 

Diseases Control and Prevention. 

A2.3.4.  Treat the BBP exposed patient in accordance with CDC occupational post-exposure 

prophylaxis guidelines. 

A2.3.5.  Page the Infectious Disease physician on call at 513-6060 for any of the following 

reasons: 

A2.3.5.1.  If any test on the source patient is positive. 

A2.3.5.1.1.  If there is a strong suspicion that the source patient is HIV positive. 
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Table A2.1.  Recommendations for Postexposure Prophylaxis. 
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A2.3.5.1.2.  If the source patient is found to be HCV positive, the exposed patient will 

be referred to an Infectious Disease physician.  Follow-up testing is generally at 1 

month (to identify the infection early) and 6 months. 

A2.3.5.2.  If blood or HIV testing cannot be obtained from the SOURCE patient for any 

reason (e.g. unknown). 

A2.3.5.3.  If the rapid HIV test on the SOURCE takes longer than 1 hour to complete. 

A2.3.5.4.  If the SOURCE patient is high risk (e.g. IV drug user, commercial sex 

worker). 

A2.3.5.5.  If the exposed HCW/employee requests additional counseling. 

A2.3.6.  Place all complete BBP worksheets in BBP folder for pickup by PH. 

A2.3.7.  Let the exposed HCW/employee know to expect a Provider Written Opinion Letter 

within approximately two weeks.  Provider Written Opinion Letter is to be completed within 

15 days of assessment. 

A2.3.8.  Consult with Infectious Disease Service, as necessary, to assist in determining need 

for post exposure prophylaxis (PEP), follow-up care, and counseling. 

A2.4.  Occupational Medicine Provider will: 

A2.4.1.  Function as Source Patient’s PCM until their PCM can be confirmed. 

A2.4.2.  Consult with Infectious Disease Service, as necessary, to assist in determining need 

for post exposure prophylaxis (PEP), follow-up care, and counseling. 

A2.5.  Source Patient’s Physician/Healthcare Provider will: 

A2.5.1.  Assist the UCC in determining the source patient’s infectious status by providing 

known risk history, ordering source patient laboratory testing, and reviewing the chart as 

necessary. 

A2.5.2.  Consult with Infectious Disease Service, as necessary, to assist in determining need 

for post exposure prophylaxis (PEP), follow-up care, and counseling. 

A2.6.  Laboratory will: 

A2.6.1.  Order Source Patient labs under Occupational Medicine provider. 

A2.7.  Dental Clinics will: 

A2.7.1.  Provide personnel to escort Source Patients from Dunn Dental Clinic or AF 

Postgraduate Dental Clinic to Reid Clinic Laboratory or WHASC 2nd Floor Laboratory, 

respectively. 

A2.8.  Public Health/MEHP : 

A2.8.1.  Collect the completed BBP Exposure worksheet from the Main Lab. 

A2.8.2.  Monitor follow-up tests for all military, civilian and contract personnel based on the 

Providers Written Opinion.  Patients with abnormal lab tests are referred to their PCM for 

follow-up care.  Any costs associated with these services may be charged back to the 

contractor. 
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A2.8.3.  Review the BBP Exposure worksheet and UCC record to ensure initial lab work was 

obtained and PEP (antiretrovirals or HBIG/hepatitis B vaccine) given when appropriate.  

Consult with IDC when treatment deviates from those recommended by the CDC. 

A2.8.4.  Review treatment and follow-up protocol for employees exposed to a known HBsAg 

positive, HIV positive, or HCV positive source as outlined in 29 CFR 1910.1030, 

Bloodborne Pathogen Standard and the Centers for Diseases Control and Prevention. 

A2.8.5.  When known, ensure the source individual’s test results are made available to the 

exposed employee.  Employee shall be informed of applicable laws and regulations 

concerning disclosure of the identity and infectious status of the source individual. 

A2.8.6.  Ensure a copy of the healthcare provider’s professional written opinion is provided 

to the employee within 15 days of the completion of the initial evaluation.  The written 

opinion for post exposure evaluation and follow-up shall include the following information: 

A2.8.6.1.  That the employee has been informed of the results of the evaluation. 

A2.8.6.2.  That the employee has been told about any medical conditions resulting from 

exposure. 

A2.8.6.3.  The healthcare provider’s professional written opinion for hepatitis B 

vaccination shall be limited to whether hepatitis B vaccination is indicated for the 

employee, and if the employee has received such vaccination. 

A2.8.6.4.  All other findings or diagnoses shall remain confidential and shall not be 

included in the written report. 

A2.8.6.5.  If the HCW/EP fails to complete follow-up testing, the group commander and 

the HCW/EP will be notified that the exposure file will be closed with documentation of 

failure to comply with the follow-up protocol. 

A2.8.6.6.  The provider assigned as consultant to PH for BBP exposures will counsel the 

HCW/EP on any abnormal laboratory results or seroconversions and refer the HCW/EP 

to their primary care manager, Infectious Disease clinic or specialty care as appropriate. 

A2.9.  Exposed Person’s Physician/Healthcare Provider will: 

A2.9.1.  Provide follow-up care/testing as outlined in the Providers Professional Written 

Opinion. 

A2.10.  Release of information for first responders: 

A2.10.1.  This section applies only in a case of accidental BBP exposure of certified 

emergency medical services personnel, a firefighter, a peace officer, or a first responder who 

renders assistance at the scene of an emergency or during transport to 59 MDW. 

A2.10.2.  Following a report of the exposure incident, 59 MDW will take reasonable steps to 

test the source patient for HIV, HBV, or HCV per CDC: Updated U.S. Public Health (PHS) 

Guidelines for the Management of Occupational Exposures to HBV, HCV, and HIV and 

Recommendations for PEP; and the CDC:  Updated U.S. PHS Guidelines for the 

Management of Occupational Exposures to HIV and Recommendations for PEP;  if the 

report shows there is significant risk to the person exposed. 
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A2.10.3.  PH will report the results of the source patient to the appropriate medical liaison 

when civilian transport service personnel are exposed at to a 59 MDW patient. 

A2.10.4.  The Texas Department of Health or designee shall inform the person who 

requested the order of the results of the test. 

A2.10.5.  If the source patient is found to have a reportable disease, the Department of Health 

or designee shall inform that person and the person who requested the order of the need for 

medical follow-up and counseling services. 

A2.11.  In the event exposure prone personnel are infected with HIV, are Hepatitis B Surface 

Antigen positive, or have Hepatitis C, then the Credentials Committee will review in conjunction 

with the Chief of the Medical Staff and ICF Chair and recommend as appropriate clinical 

restrictions for credentialed HCWs. 
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Attachment 3 

NEEDLESTICK/BODY FLUID EXPOSURE ALGORITHM 

A3.1.  Guide to assist potentially BBP-exposed HCWs after an incident. 

Figure A3.1.  Needlestick/Body Fluid Exposure Algorithm. 

 
Note:  A PERCUTANEOUS INJURY (e.g., a needlestick or cut with a sharp object) or 

CONTACT of a MUCOUS MEMBRANE or NONINTACT SKIN (e.g., exposed skin that is 

chapped, abraded, or afflicted with dermatitis) with BLOOD, TISSUE, or other BODY FLUIDS 

that are potentially INFECTIOUS. 
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Attachment 4 

BBP EXPOSURE PROTOCOL 

Figure A4.1.  WHASC BBP Exposure Protocol. 
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Figure A4.2.  Dental BBP Exposure Protocol. 
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Attachment 5 

WORK RESTRICTIONS FOR HOSPITAL WORKERS EXPOSED TO OR INFECTED 

WITH SELECTED INFECTIOUS DISEASES 

Table A5.1.  Work Restrictions for Hospital Workers Exposed to or Infected with Selected 

Infectious Diseases. 

Disease Or 

Problem 

Relieve From 

Direct 

Patient 

Contact 

Mode Of 

Transmission/ 

Infective 

Material 

Partial Work 

Restrictions Duration 

Conjunctivitis YES Purulent 

drainage 

NO Until discharge 

ceases 

Cytomegalo-

virus (CMV) 

NO Direct contact 

with urine or 

respiratory 

secretions 

NO  Until resolution of 

fever and other 

symptoms of 

infection 

Diarrhea 

(Salmonella/ 

Shigella 

infections) 

    

--Acute stage 

diarrhea 

 

YES 

and contact 

with the 

patient’s 

environment 

or food 

handling  

 

Fecal/oral Personnel do 

not care for 

high-risk 

(Immuno- 

suppressed, 

BMT) patients 

Until symptoms 

resolve; consult with 

local and state health 

authorities regarding 

need for negative 

stool cultures 

--Convalescent  

stage 

NO 

 

Fecal/oral Personnel do 

not care for 

high-risk 

(Immuno- 

suppressed, 

BMT) patients 

Until symptoms 

resolve; consult with 

local and state health 

authorities regarding 

need for negative 

stool cultures 

Epstein-Barr 

virus (mono- 

nucleosis) 

NO Person to 

person spread 

via saliva 

exchange, 

kissing, blood 

transfusion. 

HCW may be 

limited by 

fatigue—

provider and 

supervisor may 

use discretion 

for duty hours 

Usually 2-4 weeks 

 

Enteroviral 

infections 

NO Fecal/oral route Personnel do 

not care for 

infants and 

newborns or 

Until symptoms 

resolve 
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immunocompro

mised patients 

Fever POSSIBLY -

If personnel 

has a fever 

>100.5 F (38 

C), removed 

from duty 

unless the 

cause of fever 

is known to 

be non-

infectious 

-Direct/indirect 

contact with 

respiratory 

secretions most 

common mode 

 Until acute symptoms 

resolve 

Hepatitis A 

(HAV) 

 

YES Restrict 

from patient 

contact, 

contact with 

patient’s 

environment, 

and food 

handling 

Fecal/oral  Until 7 days after 

onset of jaundice 

Hepatitis B 

(HBV) 

-- acute 

NO  

(NOTE:  may 

not do 

invasive 

procedures) 

Blood, saliva, 

infected body 

fluid 

-Standard 

Precautions 

apply (cannot 

do invasive 

procedures 

during acute 

phase) 

Until antigenemia 

resolves 

Hepatitis B 

(HBV) 

--post exposure 

NO 

 

Blood, saliva, 

infected body 

fluid 

Standard 

Precautions 

apply  

NONE  

Hepatitis B 

(HBV) 

--chronic 

antigemia 

-NO  

(NOTE:  may 

not do 

exposure 

prone 

invasive 

procedures) 

Blood, saliva, 

infected body 

fluid 

Use Standard 

Precautions, 

may not do 

exposure prone 

procedures 

Until antigenemia 

resolves.  

Refer to SGH 

Hepatitis C  

(HCV) 

NO 

 

Blood 

 

Use Standard 

Precautions  

Period of infectivity 

has not been 

established. Refer to 

SGH 

Herpes Simplex  

(HSV I, II) 

    

-- Genital NO Direct/indirect 

contact with 
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lesions, vesicles 

fluid 

-- Hands 

(Herpectic 

Whitlow) 

 

YES 

and contact 

with patient 

environment 

Direct/indirect 

contact with 

lesions, vesicles 

fluid 

Gloves do not 

prevent 

transmission 

Until lesions are dry 

-- Orofacial NO  Direct contact 

with lesions, 

vesicle fluid 

and saliva 

Personnel do 

not care for 

high-risk 

patients 

Until lesions are dry 

Human 

immuno- 

Deficiency 

virus (HIV) 

NO (Note:  

cannot assist 

or perform 

invasive 

prone 

procedures) 

Blood, 

contaminated 

body fluids 

 Duration of illness. 

Refer to SGH.  

Immuno- 

suppression 

(Determined by 

Primary Care 

Provider) 

NO  Personnel who 

are immuno-

suppressed are 

not assigned 

care of patients 

with infectious 

and/or 

communicable 

disease 

Until no longer 

immuno-suppressed 

Measles     

-- Active YES 

 

Droplet, direct 

contact of resp. 

secretions 

 Until 7 days after 

rash appears 

-Postexposure 

(susceptible 

person) 

 

YES Droplet, direct 

contact of resp. 

secretions 

 From the 5th through 

the 21st day after 

exposure, or 4 days 

after the rash appears 

Meningococcal 

Disease 

YES 

 

 

Direct contact  Until 24 hrs. after 

effective treatment  

Mumps     

-- Active YES Droplet, direct 

contact of resp. 

secretions 

 Until 9 days after 

onset of parotitis 

-Postexposure 

(susceptible 

personnel) 

YES Droplet, direct 

contact of resp. 

secretions 

 From the 9th through 

26 day after 

exposure, or until 9 

days after onset of 

parotitis 

Pertussis     
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(whooping 

cough) 

-- Active YES Droplet, direct 

contact with 

resp secretions 

 From the beginning 

of the catarrhal stage 

through the 3rd week 

after onset of 

paroxysms or until 5 

days after start of 

effective therapy 

-Postexposure 

(symptomatic 

HCWs) 

YES Droplet, direct 

contact with 

resp secretions 

 5 days after effective 

treatment 

-Postexposure 

(asymptomatic 

HCWs) 

NO Droplet, direct 

contact with 

resp secretions 

  

Pharyngitits 

(Sore Throat, 

Group A Strep) 

YES 

and contact 

with the 

patient’s 

environment 

or food 

handling  

Direct/indirect 

contact with 

resp. secretions 

 Until 24 hrs. after 

adequate treatment  

Pneumonia YES Resp. 

secretions, 

discharge from 

nose or throat 

Personnel do 

not care for 

high-risk 

patients  

Until acute symptoms 

resolve 

Rubella-     

-- Active YES Direct/indirect 

contact of 

nasopharyngeal 

secretions, or 

urine 

 Until 5 days after the 

rash appears 

-- Post-exposure 

(susceptible 

HCW) 

YES Direct/indirect 

contact of 

nasopharyngeal 

secretions, or 

urine 

 From the 7th day 

through the 21st day 

after exposure and/or 

5 days after rash 

appears 

Scabies (mites) YES Direct/indirect 

contact with 

mite or 

infective 

material 

 Until  cleared by 

medical evaluation 

Staphylococcus 

aureus, active, 

YES 

 and contact 

Direct/indirect 

contact with 

 

 

Until lesions have 

resolved 
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draining  skin 

lesion 

 

 

 

------------------- 

Carrier State 

with the 

patient’s 

environment 

or food 

handling  

----------------- 

NO ( unless 

personnel is 

epidemiologic

ally linked to 

transmission 

of organism) 

purulent 

drainage 

 

 

 

------------------- 

 

 

 

 

 

 

------------------- 

 

 

 

 

 

----------------------- 

 

Tuberculosis 

pulmonary (TB) 

    

-- Active YES Airborne 

particles, 

sputum 

 Until proven non-

infectious 

-- PPD 

converter 

NO Airborne 

particles, 

sputum 

  

Viral 

respiratory 

infections 

(VRIs) 

excluding 

H1N1 

NO Droplet/direct 

contact resp. 

secretions 

Personnel with 

VRIs do not 

care for high 

risk  patients or 

contact with 

their 

environment 

during outbreak 

if RSV or 

influenza 

Until acute symptoms 

resolve 

H1N1 Influenza YES Droplet/direct 

contact resp. 

secretions 

 Restrict from work 

until without fever 

for 24 hrs in the 

absence of fever 

reducing agent.  

Personnel who care 

for high risk patients 

should be considered 

for removal for 7 

days from the onset 

of symptoms 

Varicella 

(Chickenpox) 

    

-- Active YES Direct/indirect 

contact with 

resp. secretions, 

 Until all lesions dry 

and crust 
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vesicle fluid 

-- Post-exposure 

(susceptible 

personnel) 

YES Direct/indirect 

contact with 

resp. secretions, 

vesicle fluid 

 From the 10th 

through the 21st day 

after exposure or 

from the 10th
 
through 

the 28th day if VZIG 

is given.  If varicella 

occurs, until the 

lesions dry and crust 

over. 

Zoster 

(shingles) 

    

-- Active NO ( if 

lesions on 

trunk, not on 

arms, and 

covered) 

Contact or 

aerosolization 

of vesicle fluid 

Appropriate 

barriers, 

personnel do 

not care for 

high-risk 

patients 

regardless of 

the lesions are 

covered 

Until lesions dry and 

crust 

-- Post-exposure 

(personnel 

susceptible to 

chickenpox) 

YES Contact or 

aerosolization 

of vesicle fluid 

Personnel do 

not care for 

high-risk 

patients 

regardless of 

the lesions are 

covered 

From the 10th 

through the 21st day ( 

28th day if VZIG 

given) after exposure, 

and if varicella 

occurs, until all 

lesions dry and crust 
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Attachment 6 

WORK RESTRICTIONS FOR PREGNANT HEALTHCARE WORKERS CARING FOR 

PATIENTS WITH SELECTED INFECTIOUS DISEASES 

Table A6.1.  Work Restrictions for Pregnant Healthcare Workers Caring for Patients with 

Selected Infectious Diseases. 

Disease 

Mode of Transmission 

& Infective Material 

Precautions (In 

Addition to 

Standard 

Precautions and 

Hand Washing) 

Reassignment 

of Pregnant 

Worker 

Cytomegalovirus 

(CMV) 

Direct contact with urine 

or respiratory secretions, 

blood, semen 

None (except mask, if 

CMV pneumonia) 

No 

Hepatitis A Fecal/oral/blood rare Contact during active 

phase 

No 

Hepatitis B Blood, infected body 

fluid 

None No 

Hepatitis C Blood None No 

Herpes simplex types 

I and II 

Direct/indirect contact 

with vesicular fluid 

Contact precautions No 

Herpes zoster 

(shingles) 

  The nonimmune 

HCW, pregnant 

or not, should 

not have patient 

contact 

- Localized Contact with open, 

weeping lesions 

None 

- Disseminated in any 

patient 

 

Localized in 

immunocompromised 

patient until  

disseminated 

infection ruled out 

Aerosolization of vesicle 

fluid 

Contact precautions 

and airborne 

precautions 

HIV/AIDS Blood, contaminated 

body fluids 

None No 

Parvovirus B19 Respiratory secretions 

and possibly blood 

Droplet precautions 

Contact 

Yes 

Rubella (German 

Measles) 

Direct/indirect contact of 

nasopharyngeal 

secretions, or urine 

Droplet and contact 

Immunization 

available for non-

pregnant worker 

The nonimmune 

HCW, pregnant 

or not, should 

not care for 

rubella patients 

Rubeola (Measles) Droplet, direct contact of 

respiratory secretions 

Airborne precautions 

Immunization 

available for non-

The nonimmune 

HCW, pregnant 

or not, should 
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pregnant worker not care for 

rubeola patients 

Smallpox Direct/indirect contact of 

respiratory secretions or 

aerosolization of 

vesicular fluid 

Contact and Airborne 

precautions 

Yes 

Toxoplasmosis Raw meat, cat feces; 

Transmission through 

ingestion; no human-to-

human spread 

None No 

Tuberculosis Airborne particles, 

sputum 

Airborne precautions No 

Varicella (Chicken 

Pox) 

Direct/indirect contact 

with respiratory 

secretions or vesicle fluid 

Airborne precautions 

And contact 

The nonimmune 

HCW, pregnant 

or not, should 

not have patient 

contact 

 


